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there was paralysis of the left limbs and drooping of the left
upper eyelid. These symptoms disappeared after the issueof the purulent matter through the diseased bone. In a
ease I have already quoted, of Dr. Peter Eade’s," there was
ptosis and paralysis of limbs on the left side, with consider-
able alteration of the left corpus striatum, and only a very
slight lesion of the right one. In a carefully-recorded case
of Dechambre’s’1 there was drooping of the right upper eye-
lid, with paralysis of the right limbs. The right corpus
striatum was destroyed, and a good deal of the right middle
lobe was reduced to a reddish pulp. Valleix12 found a
complete paralysis of the left levator palpebrse superioris,
with paralysis of the left limbs, in a case in which there was
a clot of about two ounces over the left hemisphere.

Before passing to the second group of cases, I will say that
it is impossible to reconcile the facts just related with the
admitted theories regarding the production of paralysis.
Those facts are in evident opposition to the received views on
account of both the direct paralysis of limbs and that of the
upper eyelid. I do not now intend to speak again of direct
hemiplegia. I shall have to do so once more before con-
cluding this lecture, but I cannot help saying that several
writers and lecturers who lately, in England and America,
have looked upon the explanation given by Mr. Hilton
and Longet as the proper one for cases of direct paralysis,
have committed the great fault of paying no attention to the
state of our knowledge as regards the anatomy, physiology,
and pathology of the decnssating fibres of the anterior pyra-
mids. Even if they could have pointed to cases of direct
paralysis in which it had been ascertained that that decussa-
tion did not exist (and there is not one such case on record,
while, on the contrary, Dr. Arthur Wiglesworth, of Liver-
pool, has seen a case of direct paralysis in which that de-
cussation existed), they would thereby have proved nothing
more than the possibility of co-existence of these two
things-no decussation and direct paralysis. The ablest
living physiologists,13 following Magendie in this respect,
admit that there are very few, if any, voluntary motor
conductors in the anterior pyramids. A large number of
clinical facts testify as clearly as experiments on animals
against the view that those parts of the medulla oblongata
are the principal channels between the will and muscles.
Besides, the whole history of the secondary descending de-
generation, as well as normal anatomy, shows that the
decussating fibres of the anterior pyramids become parts of
the lateral columns of the spinal marrow-a fact which
clearly proves that they can hardly be used as channels for
volitional orders to muscles, as everyone knows, or should
know, that the lateral columns of that nervous centre have
either no share, or hardly any, in voluntary movements.
The cases I have mentioned of direct paralysis of the

levator palpebras superioris cannot be reconciled, so far as
their details go, with the admitted views on the production
of paralysis. No doubt it might be supposed that some
alteration of the third pair of nerves existed which has not
been found. But I will answer that a lesion of the trunk of
the motor oculis would have produced strabismus and dila-
tation of the pupil besides ptosis, and this last symptom was
the only one noticed. It might also be supposed that a local
affection of the branch of the motor communis going to the
levator palpebrae superioris coexisted with the lesion found
in the brain. This, however, cannot have been, as there
was simultaneity in the appearance of the various symptoms,
so that the only organic lesion known to have existed must
have been the cause of all of them. Still more in the case
of Scholz’s, ptosis disappeared with the other symptoms
when the cerebral abscess opened itself outside of the
cranium.
The group of facts I have now to speak of consists of cases

of alternate paralysis in which there was the usual cross
paralysis of limbs, while the upper eyelid was drooping
on the side of the lesion. I will mention as briefly as
possible a small number of such cases, giving only the name
of the authors I quote and the essential features of the case.

10 THE LAKCET, vol. ii., 1857, p. 134.
11 Bulletin Clinique, Revue Anal. des Sciences i6d., vol. i., p. 113.

Paris, 1835-36.
12 Annales M&eacute;dico-Psychologiques, 2&egrave;me serie, vol. iv., p. 132. Paris,

1852.
13 See my paper on this subject in La France M&eacute;dicale, Mai 15, 1878,

p. 305. The arguments contained in that paper will be fully given in
another part of this lecture, in which I will show also that the anatomical
facts described by Flechsig (Die Leitungsbahnen im Gehirn und
Riiekenmark, 1876), instead of being favourable to the views of my
opponents, would be decisive against them if the anterior pyramids
were, as they believe, the channels between the will and muscles.

1st. Chapotin de St. Laurentl4: complete drooping of the
left upper eyelid, except for a time, after issue of pus from
an abscess in the left anterior lobe; paralysis of the right
limbs. 2nd. Dr. Sibson 15: both upper eyelids drooped, but
the left more than the other; paralysis of the right limbs;
the white substance of the left hemisphere and the left
corpus striatum were considerably inflamed and softened.
3rd. Romberg16: the upper eyelid hung loosely over the left
eye; the right limbs were paralysed; the left corpus
striatum presented a brownish-yellow softening, and, the
anterior and part of the middle lobes on the left side were
softened. 4th. Rostan 17: left eye half closed by drooping
upper eyelid; paralysis of right limbs; cancerous tumour onsurface of left posterior lobe, and two other slight alterations
of that lobe.
No doubt there might have been, together with the cere.

bral lesion, in those cases, some alteration of the branch of
the motor communis going to the levator palpebrse superioris;
but as the brain disease was not of a syphilitic nature, and
as the palpebral paralysis appeared simultaneously with the
other symptoms, we have every reason to think that the
cause of the direct ptosis and of the cross hemiplegia was
the only cerebral lesion found and noticed. These facts,
therefore, with those previously mentioned, show that a.

paralysis of one of the muscles of the eye can appear from a,
lesion in the same side of the brain, not involving the roots
or branches of the motor communis.
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GENTLEMEN,-A clinical lecture is most useful when th
subject is a case such as you are likely to meet with fro&ETH;
time to time in your every-day work. Cases such as that
have to bring before you to-day are rare, and you may neve
see another like it; but some of you have followed it wit]
so much interest that I am sure it will not be unprofitabli
to put into form the lessons we have together learnt from it
I should have preferred taking, first, two cases of effusioi
into the pleural cavity which we have watched, one of whiel
has been treated by aspiration, the other without; so as t
have taken you from a simple and common form of diseasl
to one which is rarely met with, and whose symptoms anc
signs constitute a highly complex problem. Our patient;
however, is dead; and it is better to study the case whilt
it is fresh in our recollection, and we have not to depend
entirely on notes, which, full and accurate as they are iu
Mr. Tucker’s record, cannot, some weeks hence, give us the
vivid picture now present to our minds of the poor suffering
girl who has been the object of so much real anxiety to those
of you under whose immediate care she was.

First of all, let us look at the lungs and liver, which are
here for inspection; they are the only parts with which we
need concern ourselves.
The liver is rather large, weighing 4 lb. 6 oz. The upper

surface of the right lobe was firmly adherent to the dia.
phragm at its posterior part, and a piece of the diaphragm,
roughly circular in shape and about two inches in diameter,
remains attached to the liver, having been cut away to avoid
tearing the organ. This marks the situation of a subjacent
hydatid cyst, of about the size of an orange. There is nothing
remarkable about it, and the only particular I need mention
is that it contained only two or three small secondary cysts.
The right lung was firmly adherent to the walls of the
14 Bulletins de la Soci&eacute;t&eacute; Anatomique, vol. xviii., pp. 157-62. Paris,

1843.
1&aacute; THE LANCET, vol. i. 1866, p. 621.
16 A Manual of the Diseases of the Nervous System, translated by

Dr. Sievekihg, vol. ii., p. 429. London, 1853.
17 Recherches sur le Ramollissement du Cerveau, 2nde dit., p. IN.

Paris, 1823.
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pleural cavity at every part. The pleura over a great greatly exaggerated, suggesting at once the idea that this
part of the surface was thickened and red, but the surface lung was compensating for deficient respiration elsewhere,
which had rested on the diaphragm was thickly coated with and doing the work of both. On the right side, over the
curdy, yellow pus, which had formed a localised empyema front of the chest, the percussion-note was peculiar, and the
here about half an inch deep, and exudation of the same respiratory murmur was wanting; posteriorly the resonance
character extended upwards on the costal aspect for a short was of a lower pitch above the spine of the scapula than on
distance, averaging about an inch from the base of the the left side, while below this level there was dulness.
iung. These particulars are less conspicuous now that the There was little entry of air over the dull area, and at the
parts have been kept for a few days, but the substance of lower part scanty coarse crepitation was heard. The vocal
the lung is seen to present an enormous cavity, large enough resonance was exaggerated.
to contain a fcetal head or a pair of fists, and in this the We may interrupt the relation of the case for a moment to
thick, white gelatinous wall of a hydatid cyst, which had say how far we were able to carry the diagnosis at this
originally excavated and filled the cavity, but which was period. We set aside definitely enteric fever, which had
found after death lying collapsed within it, together with been mentioned when the patient was brought to the hos-
muco-purulent matter, and broken-down cheesy material. pital, on account, no doubt, of the diarrhoea and abdominal
Its internal surface presents a number of nodules, and it tenderness, though spots also had been found, and the tongue
contained a few loose daughter cysts. Water injected into was suggestive of this disease. We excluded also pneu-
the bronchial tube entered the cavity freely by numerous monia : the acute symptoms had lasted too long; there was
small apertures. too much pain, and it left unexplained the thoracic respira-
The situation and relation of the cavity are of consider- tion and many of the physical signs. Diaphragmatic

able interest. Above it there is a portion of the apex of pleurisy, again, though it was obviously present, causing the
the lung, about an inch in thickness, condensed a little, but breathing to be thoracic, was inadequate to account for the
containing air. At a part which we may suppose to have whole of the phenomena. Pneumothorax, with consecutive
been about the level of the fourth rib, all lung-structure pleurisy, suggested itself, but the resonance, though peculiar,
had disappeared except near the root, and the walls of the was not tympanitic, and a tap on the chest-wall while the
’cavity all round the thoracic parietes consist of little more stethoscope was applied at another point did not give the
than thickened pleura. Down the mediastinal aspect, characteristic ring. When the back of the chest was
behind the root, was a cushion of lung little damaged, and examined the dulness below the scapula, and especially the
at the base there was a certain amount of lung-substance, but presence of distinct though scanty crepitation at the base of
this was consolidated by long-standing pressure and recent the lung posteriorly seemed to exclude pneumothorax, and
inflammation. The cyst-wall touched the diaphragm over an prevented further tests from being applied, as the crepitation
area of about two square inches near the posterior border. showed that the lung was in contact with the chest-wall at a
The other lung was normal in structure, but the bronchial part from which it would, unless held down by adhesions, be

tubes were filled with frothy mucus, and the lining mem- far removed were the pleural cavity full of air. All we
brane was deeply stained. A small hydatid membrane also could say then was that the disease was in the right lung,
was found impacted in the bronchus, carried thither no that it was acutely inflammatory, and that the inflammation
doubt by an inspiratory current of air. involved the diaphragm, and perhaps the peritoneum at the
We shall see how these pathological conditions explain upper part of the abdomen. A grave prognosis was given.

the symptoms observed during life. For the next two days the patient had less pain and felt
The patient, a girl aged nineteen (I am now making use better. The pulse on the 23rd had come down to 108, and

of Mr. Tucker’s excellent notes) was admitted into the hos- the respiration to 29 ; the temperature, however, was high,
pital on September 19th. The family history was good; her especially at night, 103&deg; F. and 104’50; in the morning falling
personal history free from attacks of serious disease, and to 1004&deg; and 1008&deg;. It was found that she could lie more
from evidences of weakly or damaged constitution. Two comfortably on the right side than on the left, but that she
months previously, however, she had pain in the chest and had most pain when lying on her back. It is the rule in
right side and between the shoulders ; she had also for six acute painful inflammation in one half of the chest that the
weeks been suffering from diarrhoea, and had been in the patient can lie more comfortably on the affected side than on
country for a fortnight on account of it, but her strength the other, as the weight of the body restrains the movements
did not appear to have been greatly affected. Indeed, judg- which give rise to pain, and free play is left to the healthy
ing from her appearance, she must have been the picture of lung. Usually, however, the recumbent position is also
health up to the time of the present illness. Her face and comfortable, and the sufferer lies alternately on the back and
limbs were round and full, and her colour was good. Nine on the affected side. In this respect, therefore, there was
’days before her admission-i. e., Sept. 10th-she felt some- something exceptional.
thing give way in her chest or epigastrium while she was On the evening of the 23rd she was very much worse ; the
carrying a child, and had just run upstairs with it in her pain in the right side was most acute; the pulse rate was
arms. She thinks she was insensible for two or three 160; the respiration 60 per minute, and short and catching.
minutes. She had to take to her bed at once, and had been t I was called to her on the evening of the 24th, having been
confined there ever since, except for an hour or two occa- out of town in the meantime, and found the anxiety of my
sionally. During these nine days she had severe pain in the resident’ only too fully justified. More severe suffering
chest, vomited frequently, was unable to keep food on the could scarcely be witnessed, and the extremely frequent and
stomach, and had diarrhoea ; she suffered also from severe weak pulse and the rapid catching breathing indicated
headache, sleeplessness, and feverishness. imminent danger. An examination made now revealed
On her admission, the above, with the exception of the nothing new in the abdomen, which, as before, took little or

vomiting, were the symptoms complained of, and she was no part in the respiratory movements, so that respiration
seen to be suffering from dyspnoea. The temperature was was altogether thoracic. The left lung was doing supple-
102.5&deg; in the evening, 101 ’8&deg; next morning; pulse 120 ; re- mentary work, and its respiratory murmur was greatly
spiration 38. exaggerated. Over the front of the right lung the resonance
When I first saw her on the 20th I was at once struck by was excessive, without being markedly tympanitic, down as

the aspect of distress and by the frequent breathing; and on far as the fifth rib, where there was an abrupt transition to
the chest and abdomen being exposed, it was at once seen absolute dulness; nothing definite was made out by auscul-
that the breathing was exclusively thoracic; the dia- tation; there was certainly no respiratory murmur, but no
phragmatic movements were restricted, so that the abdo- distinct abnormal sounds were present, while the loud
men was almost passive during respiration, while the ex- breath sounds from the other lung were heard. The apex
pansion of the thorax was excessive. That this was not due of the heart was displaced to the left of the mamma, where
to peritonitis was evident from the absence of tenderness and it could be felt beating violently. When the patient was
the supple and natural feel of the abdomen generally. The raised into the sitting posture, the level of dulness on the
right hypochondrium, however, and the epigastrium were anterior aspect was found to rise about an inch. A minute
indicated by the patient as the seats of severe pain, and examination was not justifiable in the patient’s condition,
there was great tenderness on pressure here and across the and after ascertaining that there was dulness and silence
abdomen at this level to the left hypochondrium, so that the over the lower part of the right thorax posteriorly, attention
size of the liver and spleen could not be estimated by pal- was directed simply to the application of a test for pneumo-
pation. The right side of the chest was in pain, and its thorax, the presence of which had been suggested by the
movement scarcely so free as that of the left. Over the left signs already enumerated. The ear or stethoscope was
lung the resonance was normal and the respiratory murmur applied to the back of the chest about the mid-scapular
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level, and at a corresponding point anteriorly a coin was
pressed against the thoracic wall and slightly struck by the
edge of another. The sound rang through the chest, and it
was almost as if the ear were against a gallon jar which
had received a smart tap. The peculiar ring was recognised
by the least practised ear, and the difference on the two
sides was unmistakable. Here apparently was an explana-
tion of the whole of the phenomena. When the sudden
pain and sensation as if something had given way were felt,
after hurriedly carrying a child upstairs, rupture of the lung
had occurred, probably at some point previously diseased,
and air had escaped into the pleural cavity. On this there
had been pleurisy with formation of pus, and the condition
with which we had to deal was pyo-pneumothorax. This
was our inference. Now that we know that the condition
was quite different, we can see that we neglected certain
indications-the extensive dulness over the back of the
right chest, the crepitation at the base of the lung.
The history, however, was exactly that of pneumothorax
going on to the complication of purulent effusion, and the
physical signs were corroborative of the conclusion that this
was the condition present. When air obtains entrance into
the pleural cavity by rupture of the lung or otherwise, the
lung collapses; and we have a kind of drum-a large air-
containing cavity, with walls easily thrown into vibration,
yielding on percussion and auscultation signs such as we
might expect. There is excessive, or rather unnatural, re-
sonance, sometimes, but by no means always, tympanitic ;
occasionally, indeed, the percussion note is of a character
which might by an inexperienced observer be named dull.
I may remind you also that we may have tympanitic re-
sonance over the chest without pneumothorax. When air
passes into and out of the cavity with every breath there
will be amphoric respiration, which sounds like blowing into
a large bottle or jar. This is not common, however; and
the chief sign is that we relied upon-the ringing echo which
is heard when the ear is applied to one part of the chest and
a smart tap is given to some other part, the most charac-
teristic effect being obtained when a couple of coins are used
in the manner described. Frequently the action of the heart
is heard across the pleural cavity, accompanied by a similar
ring. When with air there is fluid, which in these cases is
usually pus, splashing as of water in the two-gallon jar, to
which we have so often referred, may sometimes be heard
when the patient is quickly shaken. This " succussion "

phenomenon we failed to elicit in our case.
Having made the diagnosis of pyo-pneumothorax, the next

question was what should be done. Clearly the first thing
needed was that the pain should be relieved, and half a
grain of morphia was at once injected under the skin. But
as it seemed possible that there might be great tension of
the air in the pleural cavity from the opening in the lung
being valvular, and allowing air to enter during inspiration,
while it prevented its escape on expiration, and that this
tension was the cause of the excessive pain, an aspirating
needle was ordered to be introduced, and air or fluid to be
drawn off. The morphia gave great relief, and the patient
had a good night, but the attempt at aspiration only re-
sulted in the abstraction of a few drops of sanguineous fluid,
which, under the microscope, showed blood-corpuscles and
large exudation-cells.
Next day she was better, and she continued to be much

easier from the 25th to the morning of the 30th, this
being entirely due to the suppression of pain by the hypo-
dermic administration of morphia; and the pulse became
less frequent, and the respiration less hurried and painful,
while the temperature, on the contrary, continued to range
high, reaching 103&deg; on most evenings, on one 104&deg;. Free,
but not profuse, expectoration of muco-purulent matter set
in rather suddenly on the 26th, and continued; it was taken
to be the pus from the pleural cavity, making its way out
by the opening which had admitted the air. The obvious
presence of mucus was remarked, but the pus of an em-
pyema escaping by a bronchial tube acquires much mucus
in its passage outwards, poured out no doubt by the irri-
tated bronchial and tracheal mucous membrane, so that
unless the amount of pus is very large, it becomes more or
less glairy. The same thing was recently noted in the pus
of a vertebral abscess, which made its way into a bronchus
in the case of a little boy under my care in the Albert ward.
No hydatid membranes were seen in the sputum; they could
scarcely have escaped observation had they been present in
any quantity, as the expectorated matter was carefully
scrutinised at every visit.

3 During these five days we several times considered th
3 question whether we should treat the case as we shoul,t have done one of simple empyema, by making a free open
i ing into the chest through one of the lower intercostal spaces
1 and trying to drain and cleanse the pleural cavity. My ex
) perience of this practice in pyo-pneumothorax has been un
- favourable, and it was rejected, especially as the pus wa
i escaping, and the heart and mediastinum were not displace(
, so far to the left as to indicate pressure, but only to the ex
r tent to which they would be carried by the elasticity of th<
, left lung on air being admitted into the right pleural cavity
; as has been beautifully demonstrated by Dr. Douglas Powell
t A few observations worthy of record were made during
; this period. The remarkable amphoric ring was severa.
i times demonstrated, but we could not obtain splashing
sounds by gently shaking the patient. One day sibilant
: cooing rales were heard over the front of the left lung, but
more distinctly over a small area at the apex of the right,

: This we supposed to be due to adhesions which had pre.
vented the collapse of this part of the lung. Had not the
sounds been louder in the diseased side they would have
been considered to be conducted from the sound lung, as

was a loud rhonchus produced in the left, but heard also
over the right side of the chest.
On the 30th the patient became rapidly worse, and died.

We have already seen the results of the post-mortem ex.
amination. It remains only in a few words to show how
the condition we found simulated so closely the signs of
pneumothorax. This, indeed, will be plain to all of you.
The hydatid parent cyst was burst by the effort of carry-

ing the child. As its contained liquid escaped-whether
rapidly or slowly we do not know, for the evacuation must
have taken place before the patient came under our observa-
tion, but probably it was during the vomiting-as the
hydatid fluid escaped, the cyst would collapse in folds to
the lowest part of the cavity in which it was lodged, where
it would lie together with the inflammatory products exuded.
The cavity itself could not fall in, since it was held open by
adhesions all round, and as the hydatid fluid escaped its
place would be occupied by air entering through the patent
bronchial tubes we saw at the post-mortem examination.
Although, then, we had not the pleural cavity itself contain-
ing air and pus, we had a cavity with similar contents,
smaller, it is true, and having an additional thickness of
wall, but still of enormous size, and capable of giving similar
physical signs.
We may, in conclusion, ask two questions. Was a dia-

gnosis possible ? and could we have done more for the
patient had an accurate diagnosis been made ? I will answer
the latter question first. Had I known exactly the state of
things I should certainly have ordered a free opening to be
made into the cavity, and I am sure that we should thus
have given the poor girl a better chance of recovery. In

reply to the first I would say that a diagnosis, though diffl-
cult, was, no doubt, possible. I say so because I think that
perhaps you or I might make out a similar case were such
a one to come before us. In order, however, to interpret
the complex signs and symptoms offered by disease, we must
be prepared by personal experience, or by acquaintance
with the recorded experience of others, and until this case
came under my care I did not possess the knowledge that
hydatid disease could so nearly simulate pneumothorax.
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CHIMNEY-SWEEPS’ CANCER is an epithelioma of the skin
due to the irritation of soot. It most frequently attacks the
scrotum, but it may occur in other localities of the body.
The disease undoubtedly has considerably diminished of
late years, and this diminution has been attributed to the

passing of the Chimney-sweeps Act, which prohibited child-
ren from going up chimneys. That the ascending chimneys


